Abstract
Introduction:
Pattern of morbidity and mortality is a reflection of disease burden of a community. Though in hospital mortality and death pattern may not represent the actual disease burden in general population, they give insight into the disease causing more fatality and at the same time looks out for any change in the disease patternand mortality in the community over time. 1, 2 So review of mortality pattern is an important exercise and used in evaluation of the health care system of a particular institution as well as the community. This knowledge guides to appropriate health planning and to take necessary steps by the government and international health agencies to reduce mortality by improving health care services. 1 Many factors affect in hospital mortality. Over many of them, hospital authority and the physicians have no control like age, sex, severity of disease on admission, co-morbidity, social and economic condition of the patient, duration of hospital stay, infrastructure and facilities available in that particular hospital. 3 Resources, technological development, geographical situation,culture and behavior of a community also varies worldwide. So global disease burden and pattern of mortality vary enormously between countries and also between hospitals. As for example, cardiovascular disease is the leading cause of death in all developed and developing countries now a days but infection is still the major cause of death in sub Saharan Africa. 4 Still there are some factors that can be modified and mortality can be improved. Studies worldwide estimate that unintentional error in the treatment may occur in every one in ten hospital admitted patients even in the developed countries and up to 50% of these are preventable.And 3.5% deaths are judged to be preventable, though wide variation exists in this number. 5 In spite of all these factors, global deaths due to non communicable disease (NCD) is increasing. In 2012, non communicable diseases were responsible for 68% of 56 million global deaths and nearly three quarters of NCD deaths occurred in low and middle income countries. Among deaths due to NCD, cardiovascular events caused 46% deaths. 
Results:
Total 1306 patients died within this study period out of 18765 admitted patients. Among them, 813 male patients died out of 9782 and 493 female patients died out of 8983. Mortality rate in male is 8.3% and in female was 5.5%. Overall mortality was 7%. Male female death ratio was M: F = 1.65:1. Average age was 56.05 years with minimum age 12 years and maximum age 110 years. Among the deceased patients, 1023(78.3%) were from rural area and 283(21.7%) were from urban area. 
Discussion:
Patient safety is the major concern in all health care system. Reviewing the causes of mortality, we can identify the diseases causing significant mortality and any change in the pattern of morbidity and mortality. Mean age at death and mortality rate reflects the economic development of a community and a country. It may also reflect the availability to access to quality health care services. 2 Mortality rate varied widely from 1.6% to 25.3% in different studies in different hospitals and in different countries. 1, 4, [7] [8] [9] [10] [11] Mortality rate in our study is not higher than most other studies done in similar level hospitals in other countries. In our study group, the average age at death was 56.05 years and most deaths occurred in 41 to 70 age group which is similar to the findings of studies donein other hospitals. 2, 4, 7 Though mean age was found lower and lower age group was found to be affected significantly in some hospitals of Karachi, Nigeria where infections caused significant mortality. 1, 8 In our study, below 41 years age, deaths in female were more compared to that of male (Table  1) . Mortality rate and deaths was much greater in male sex than female like in a tertiary care hospital in Nigeria. 4 But in most other studies, male female ratio was almost equal. 1, 7, 12 In another tertiary level hospital in Nigeria, deaths in female was much higher than male where HIV was the major killer disease. 2 Mortality varied from month to month in our study (Table-II) . Highest mortality was in January which is the coldest month in Bangladesh 9 and lowest was in September. Higher mortality was during November, December, January and February when it is mild dry winter in Bangladesh 9 . In some studies done in the community with large sample size in countries with marked seasonal change in climate where it was found that cardiovascular deaths increased significantly during winter. 13, 14 It was hypothesized that exposure to winter weather may induce physiologic stress including sympathetic activation, hypercoagulability and infection. 13 Influenza epidemics, other respiratory infections may also contribute to this variation. 14 Though climate in Bangladesh is not extreme and there was no influenza epidemic during the study period here, still similar finding was observed in our study supporting significant role of winter weather on mortality caused by cardiovascular disease.
Most deaths occurred during night shift ( Table-III) when investigation facilities, specialist consultation, nursing and other manpower were limited. Similar finding was found in another tertiary care hospital in the capital of Bangladesh and also in a study done in Germany. 15, 16 Circadian rhythm of death with more death within 6 AM to 12 PM was mentioned in a study. 17 As we divided the time of death according to working shift, whether the death pattern followed the circadian rhythm or not was not clear. In our study, we found that most of the death occurred within 24 hours of admission (Table-IV) . This is consistent with some studies where both cardiovascular diseases and infections were the major contributor of mortality. 2, 15 Average hospital stay was 42.1 hours which is much lower than that of other studies. 2, 4, 8, 18 Both the observation may be due to inadequacy of emergency service like absence of ICU facilities in the institute or poor referral system, tendency of general people to get traditional treatment before coming to hospitals causing undue delay in taking treatment.
It had been projected that, by 2020 the prevalence of NCD will parallel that of communicable disease (CD) in developing countries. This is because cardiovascular death is being the leading cause of death in all developing countries and prevalence and death due to infections are decreasing. 4 This change is due to rapid economic development, improvement of living, nutrition, sanitation, immunization, advent and availability of antimicrobials, change of lifestyle, food habit etc. 4 In our study we found that among the diagnosed cases, death due to NCD was 90.8% in compared to 9.2% of CD deaths. The difference was very high. It is an institutional ward based study sparing the deaths occurred in other wards of other disciplines and may not reflect the picture of the whole community. Moreover, government is running diverse program to control communicable disease. 9 Yet, the ratio seems to be very high. It can be explained in two ways -either we are treating the CD very well in our hospital or NCD has appeared as a giant killer now a days or both may contribute. Death distribution according to cause (Table-5 ) shows, death due to cardiovascular events (stroke and IHD) was the leading cause of all deaths contributing 54.1%. So we should give attention to cardiovascular risk factor reduction in community level by smoking cessation, taking healthy diet, increasing physical activity, controlling hypertension and DM. Death due to poisoning, drowning and hanging (7.4%) was the next most frequent cause which was almost equal to all CD deaths (8.8%). It is also alarming and demand intervention for its prevention. Brought dead and undiagnosed deaths were 4.2% which is not more than the finding of another study done in a tertiary care hospital in the capital of this country. 15 Stillthis proportion may be reduced by improving the referral system and improving the health care delivery system of the institute. 
Conclusion:
Deaths due to non communicable diseases are increasing. Stroke and ischemic heart disease are appearing as giant killer even in the developing countries. People should be aware of the means to risk reduction for their prevention.
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